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SUMMARY 

The non-state sector is becoming increasingly influential in funding and implementing global 
health programmes. However, their disease-specific focus and vertical interventions have led to 
criticism that these programmes can be unsustainable and unable to achieve long-term goals. This 
paper demonstrates that health rights can inform programme design to guide the design of 
appropriate and sustainable aid-funded health programmes. It draws on UN General Comment 
14, which clarified the right to health duties of states and their international partners, and which 
determined that 'core obligations' in health must become progressively available, accessible, 
acceptable and of good quality. A rights-based tool assessed the design of activities proposed 
for Papua New Guinea by a consortium of Australian non-government organisations. The tool 
revealed that none of the 36 indicators was addressed in full. Five of the 12 indicators pertaining 
to availability were addressed partially, as were three of 10 relating to accessibility and one of six 
concerning human rights concepts. As shown by the case study, failure to address the indicators 
in this tool will result in simplistic programme designs that can win political or financial support, 
but will fail to respect health rights or deliver a quality health service, available, accessible and 
acceptable to all. Copyright © 2012 John Wiley & Sons, Ltd. 
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INTRODUCTION 

Over the past 10 years non-government organisations (NGOs) and other non-state 
actors, including global health initiatives (GHIs), have become significant funders 
and implementing agencies in aid-funded health programmes. NGOs increased their 
contribution to global health funding from 13.1% in 1990 to 24.9% in 2006 
(Ravishankar et al., 2009). Total spending on global health increased from $US5.6 
billion in 2001 to $US21.8 billion in 2007 (Lane and Glassman, 2007; Ravishankar 
et al, 2009). By 2007, the Global Fund for AIDS, Tuberculosis and Malaria (Global 
Fund) and the Global Alliance for Vaccines and Immunisation contributed 8.3% and 
4.2%, respectively, of total global health funding. Despite making this major 
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contribution, GHI and NGO programmes are often contentious because they are 
vertical interventions (neither funded by, nor integrated with, the state health care 
system) that target specific diseases (Garrett, 2007; Sachs, 2007). In particular, 
criticism has been levelled because these initiatives attract disproportionate health 
workers and other resources, leaving them unsustainable, unable to achieve long 
term goals, and destined to disappoint their funders (Garrett, 2007). 

Partners in global health programmes can draw on health rights to help navigate 
these contentious waters. International human rights law and treaties, from the Univer- 
sal Declaration of Human Rights (1948), to Article 12 of the International Covenant of 
Economic, Social and Cultural Rights (United Nations High Commissioner for Human 
Rights, 1966), and its associated UN General Comment 14 (United Nations, 2000), 
provide a 'substantive understanding of the right to health that can be made operational 
and improved in the light of practical experience' (Backman et ai, 2008, p. 2048). In 
particular, it can be operationalised to guide the design of appropriate and sustainable 
aid-funded health programmes. UN General Comment 14, adopted by UN member 
states in 2000, clarified and expanded on the right to health duties of states and their 
international partners (United Nations, 2000). The Comment states that 'core obliga- 
tions' in health services must be available, accessible, acceptable and of good quality 
(AAAQ). Accepting that many developing countries are not financially or otherwise 
able to provide the same range of services as developed countries, the Comment makes 
provision for services to be progressively realised over time, through the process of 
developing and implementing a national health plan. It is not permissible for measures 
to be taken, which will cause a regression in the fulfilment of health rights, and such 
matters are taken seriously by the UN monitoring committee (United Nations, 2000). 

As a well functioning health system is central to the realisation of health rights, 
all programmes need to demonstrate that their design reflects a thorough under- 
standing of the system, and proposed activities will not weaken it (Freedman, 2005; 
Backman et ai, 2008) 

When assessing the design of a proposed health programme, adoption of a 
rights-based framework that includes assessment of AAAQ provides the opportunity 
to determine whether the programme has fully engaged with and addressed the local 
context. If so, the programme is well placed to ensure that the planned health service 
will help fulfil people's right to health. 

All countries are party to at least one, but usually more, international covenants 
that include legally binding commitments to progressively realise the right to health 
(Office of the United Nations High Commissioner for Human Rights and WHO, 
2008). General Comment 14 clarifies that respecting, protecting and fulfilling the right 
to health extends beyond states to include their international partners, state and 
non-state. Specifically, partners must provide international assistance and cooperation, 
and at the least, they have a responsibility to do no harm (Backman et ai, 2008). 
Subsequent interpretations by the first Special Rapporteur on the right to health have 
highlighted obligations on the non-state sector and international financial institutions 
(United Nations, 2008; United Nations, 2009). The ever-growing role of NGOs and 
GHIs as international partners in global health firmly locates them as duty bearers in 
the right to health in those countries where they are working, or propose to work 
(Mayhew et ai, 2006; United Nations, 2008; United Nations, 2009). 



Copyright © 2012 John Wiley & Sons, Ltd. 



Int J Health Plann Mgmt 2012; 27: 246-256. 

DOI: 10.1002/hpm 



248 



C. WILLIAMS AND G. BRIAN 



BACKGROUND: A DISEASE SPECIFIC PROPOSAL FOR 
PAPUA NEW GUINEA 

Papua New Guinea (PNG), a near neighbour of Australia, has a population of 
approximately 6.45 million people (World Bank, 2009). It has poor health indi- 
cators including maternal mortality of 730 per 100,000 births (PNG National 
Department of Health, 2009a), and a per capita total health expenditure of 
$US29 per annum (World Health Organization, 2009). It has the Pacific region's 
lowest ratio of doctors and nurses to population, with only 330 doctors in total, 
and about 3800 nurses (PNG National Department of Health, 2009a, 2009b). The 
WHO estimated that the size of the PNG workforce in 2008 was about 20% of 
the workforce needed (World Health Organization, 2008). Barriers to the provision 
of health services have been cited by health workers in PNG as too few or 
inadequately trained health workers, poor management and leadership, poor facili- 
ties, funding shortfalls, and poor information systems (PNG National Department 
of Health, 2009a, 2009b). 

Access to health care in PNG has always been difficult (Karel and Rasmussen, 
1994; Muller et ai, 1998; Duke, 1999), but in recent years, the community 
has accessed health care even less frequently than in the past (PNG National 
Department of Health, 2009a, 2009b). In part, this is because people do not know 
services are available, they are too remote from service centres to use them or 
they could not afford to pay for transport or health services (Pincock, 2006; 
Williams et al, 2008). 

PNG is presently regressing in maternal mortality, with a documented increase in 
maternal deaths over the 10 years to 2006 (PNG National Department of Health, 
2009a). The review of the health sector conducted by the PNG National Department 
of Health in 2009 revealed that other aspects of the health system were weak and 
either static or worse than a decade earlier. The underlying determinants of health 
were also failing to improve, with 61% of households in PNG using untreated 
surface water for drinking water, 73% of the population using pit latrine toilets 
and 14% using the bush or seashore for sanitation (PNG National Department of 
Health, 2009a). PNG was ranked 148th out of 182 countries on the human develop- 
ment index compared with 136th 10 years earlier (United Nations Development 
Program, 2009). 

In 2007, a Consortium of Australian NGOs took advantage of a forthcoming general 
election to advocate for increased funding 'to eliminate avoidable blindness' in PNG 
and other South-East Asian and Pacific countries. Using an Indian model of eye care 
service delivery (LV Prasad Eye Institute, 2010), the Consortium calculated the need 
and cost of these eye health activities and sought political support for a 10-year, 
$A600 million programme. The advocacy was successful and shortly, after winning 
the election, the new Labor Government made $A45 million available for 2 years to 
start the eye care activities. 

The Labor Government, in its published Policy paper on prevention of blindness, 
included the following information: 

'What experts say about how $45 million could make a difference to avoidable 
blindness in our region: 
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• 50 doctors could receive training in the Pacific region at the University of Papua 
New Guinea, Port Moresby, the Pacific Eye Institute, Fiji, or the National Institute 
of Health Science, Dili, East Timor; cost— $4 500 000 

• 300 nurses could receive training in the Pacific region at University of Papua New 
Guinea (PNG), the Pacific Eye Institute, Fiji, or the National Institute of Health 
Science, Dili, East Timor; cost— $8 000000' (Australian Labor Party, 2007). 

Once the Government committed the funding for this initiative, the Consortium 
distributed two planning documents with additional details for the proposed activities 
for PNG, but without consultation with PNG government, health workers, or the people 
(Vision 2020 Australia, 2007a, 2007b). These plans included training within the next 
5 years for up to 30 doctors to be eye doctors, and up to 200 nurses as eye nurses. It also 
planned to create 116 vision centres to deliver primary eye care, and for each to be 
staffed by one trained vision technician who could diagnose eye disease, test vision 
and prescribe spectacles, and refer patients as necessary. The plans anticipated hospitals 
would donate or lease the space for these centres. 



METHODS 

A rights-based programme design assessment tool with 36 indicators to assess 
whether the activities considered AAAQ elements and rights obligations in PNG 
was applied to the Vision 2020 plans (Williams, 2010). The tool assessed whether 
proposed activities were in keeping with national health plans and the PNG health 
system's capacity. It also assessed whether the activities were designed in the con- 
text of right-to-health obligations incumbent upon the State and its international part- 
ners in PNG. 

Information supplied in Vision 2020's two planning documents was assessed 
against the indicators in the tool. The indicators were scored according to whether 
they had been fully addressed, partially, or not at all. A fully addressed indicator 
was one in which the issue had been raised and considered within the local 
context, and evidence provided to demonstrate that the activities reflected this 
context. An indicator was marked as addressed partially if the issue was raised 
in the design documents, but not located in context, and with activities proposed 
that did not address local actualities. If the issue was not raised at all, it was 
marked accordingly. 

The two authors completed the table separately and independently and 
subsequently compared findings and negotiated overall results. 



RESULTS 

The Consortium's documents proposing eye health activities in PNG failed to 
address fully any of the 36 indicators assessed in the tool (Table 1). They addressed 
nine indicators partially and did not address the remaining 27 at all. 
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Table 1. Assessment of proposed design for eye health in Papua New Guinea 



AAAQ 



Addressed 



Fully Partially 



✓ 



✓ 
✓ 



✓ 



11 

12 
Scores 
Accessibility 
13 



0/12 



How will all people, irrespective of gender, locality, 
disability, ethnicity or age, access this service? 
How will people know the service is available? 
Has a referral pathway been established from primary 
health centres through secondary and/or tertiary 
centres? 

Will patients be charged fees for the service? 
Were studies undertaken to determine willingness-to- 
pay? 

Are the medicines for this service on the essential 
drugs list? 

Will patients have to pay for medicines? 
What systems are in place for people who cannot 
afford to pay for the service or medicines? 
How is access measured and monitored? 
What data are required on access for the ministry of 
health? 

Scores 

Acceptability 

23 How will the programme demonstrate acceptability by 
patients and the community? 

24 How is confidentiality of patient information being 
addressed? 



14 
15 



16 
17 

18 

19 
20 

21 

22 



5/12 
✓ 



0/10 



✓ 



3/10 



Not 
at all 



Availability 

1 What is the need for this service, and how many 
health workers are required to provide it? 

2 Does the country have the health workforce to meet 
the needs of this programme? 

3 Does the State's health workforce plan include this 
service? 

4 Who is employing the health workers? 

5 How will healthcare workers be trained to provide the 
service? 

6 From where will the service be provided? 

7 Are support services in place for this service 
(administration, maintenance of facilities and 
equipment, cleaning, sterile services)? 

8 Are systems in place to ensure consistent availability 
of medicines, consumables and other supplies? 

9 Will the service be available throughout the country? 
If not, are plans in place to increase availability? 

10 Is an information system planned to monitor 
availability? 

Does the National Health Plan include this service? 
Is the service included in State forecast budgets? 



7/12 



✓ 
/ 
/ 

✓ 

7/10 

✓ 
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AAAQ Addressed 



Not 

Fully Partially at all 



25 How is informed consent being addressed? ■/ 
Scores 0/3 0/3 3/3 
Quality 

26 Are health information systems in place to record ■/ 
treatment outcomes, patient recall and follow up 

services? 

27 Is patient satisfaction measured and monitored? •/ 

28 How will the programme demonstrate quality service •/ 
to patients and the community? 

29 Are health workers provided with ongoing training •/ 
programmes? 

30 Are monitoring visits planned to each service centre? •/ 
Scores 0/5 0/5 5/5 
Human rights concepts 

Progressive realisation 

31 Does the programme make reference to the country's •/ 
health rights obligations and their progressive 

realisation? 

Scores 0/1 0/1 1/1 

Core obligations 

32 Is the service being provided one of the nation's core ■/ 
obligations in the right to health? 

33 Was a health systems assessment undertaken as part ■/ 
of programme design? 

34 Was an impact assessment of the programme ■/ 
undertaken? 

35 Will the health ministry be advised annually of the ■/ 
funding provided by donors for this service? 

36 Is there a monitoring body for this programme that ■/ 
includes local people? 

Scores 0/5 1/5 4/5 

Total 0/36 9/36 27/36 

scores 



Availability 

The tool examined whether the proposed eye health programme reflected the 
capacity of the health system in PNG to make eye health activities available. Of 
the 12 indicators in this section, five were addressed partially in the design 
documents; the remaining seven were not addressed. 

The need for the service and estimated size of the workforce required to provide it 
were partially addressed. The proposal's estimates of the number of health workers 
needed were based on population size only, rather than demographics, location of health 
facilities, burden of disease, or overall workforce size and availability. Ongoing employ- 
ment of workers trained in the programme was partially addressed by the suggestion that 
one cadre of workers (the vision technician) would be financially self-sufficient through 
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a cost-recovery spectacle sales programme. The employment of other cadres, namely, 
doctors and nurses trained in eye health, was not addressed. Training of eye health 
workers, consideration of where the services would be provided, and future plans to 
extend the service were all referred to briefly in the documents, but without any acknowl- 
edgement or discussion of the complexities surrounding each of these issues in PNG. 

The planning documents did not address integration of this service with national 
health and health workforce plans, supply systems for consumables and medicines, 
support services, nor financing and information systems. 

Accessibility 

Three of the 10 measures of accessibility were addressed partially, but none was 
addressed fully. 

Indicators partially addressed included referral pathways, patient fees and subsidies 
for people who could not afford to pay for service. The proposal suggested patients 
would have access to care via a pathway of referrals, in a generalised four-tiered model 
of eye health care. It did not address whether this model of access reflected access to 
health care in PNG. 

It was proposed that patients would be charged a fee for service, but the level of 
payment was not addressed, nor was any information provided to suggest willingness- 
to-pay studies that had been undertaken to determine appropriate user fees and subsidies. 
The documents proposed a sliding scale of fees so patients who could afford to pay 
would subsidise the care of others, citing the success of such a scheme in India. Fully 
addressing this indicator would necessitate an analysis of the PNG context to determine 
whether this economic model was feasible. 

The documents did not address the need, costs or supply systems of medicines 
and consumables. Information systems necessary for monitoring all aspects of the 
service were not addressed at all. 

Acceptability 

None of the tool's three indicators of acceptability was addressed in the documents. 
Quality 

None of the five indicators to determine how the quality of the service would be 
measured and monitored was addressed. 

Human rights concepts 

One of the six indicators, which measured whether rights-based concepts were 
employed in the process of designing the planned activities, was addressed partially 
(the design included establishment of a monitoring body that would include local 
people), but the other five were not raised at all. As a result, the plans made no reference 
to the country's health rights obligations and whether eye care was part of these 
obligations. The documents gave no indication that an assessment of the health system 
had been undertaken prior to planning the proposed intervention, nor of an impact 
assessment of the proposed activities on the health system. 
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DISCUSSION 

Australia and PNG have both ratified the International Convention on Economic, 
Social and Cultural Rights (ICESCR) and both are also party to several other 
international human rights treaties that specify health rights obligations on states and 
their international partners. The consortium of Australian NGOs that planned this 
intervention was therefore under the jurisdiction of international human rights law. 

The purpose of the rights-based design tool is to determine whether a programme 
has been designed in a way that meets health rights obligations, and would assist the 
state to make health services AAAQ. 

The incapacity of the PNG health system to make core health services available 
was not reflected in the design of the activities. As a result, there was no indication 
that PNG specific constraints were addressed to make the proposed services 
available in both the short and long term. 

A health service cannot be available if it is not resourced with, at least, facilities, 
health workers and medical supplies. The worsening state of hospitals, the very low 
number of doctors and nurses, and the inadequate supplies of essential medications 
throughout the country, had all been documented in PNG (PNG National Department 
of Health, 2009a). However, the consortium design documents planned as if there was 
an available workforce to train in eye health, capacity within health facilities to provide 
space for services, and supply systems to meet service demands. There are two likely 
outcomes: first, if human resources were allocated or attracted to this relatively well 
funded proposal as per the design, it would be to the detriment of core health services; 
and second, as neither space nor supplies were available, the proposed service could not 
eventuate as planned in either the short or long term. 

The design did not attempt to address the declining access to health services 
experienced in PNG in the past 10 years (Garap et ai, 2006; Pincock, 2006; PNG 
National Department of Health, 2009a). Investigation into what prevents people 
accessing eye care services in PNG found that cost, distance from the service, lack 
of transport, fear of outcomes, difficulty of the systems at the hospital and commu- 
nication issues were all factors. Importantly, women experienced different barriers 
to accessing eye care than did men (Williams et ai, 2008). 

The design documents suggested financial sustainability would be enhanced 
through the sale of spectacles, but there was no indication that research had been 
undertaken into the community's ability or willingness to pay. 

The community stopped using primary health care centres because they were 
not equipped with trained health workers or medical supplies (Izard and Dugue, 
2003). This same fate is likely to happen to any other health service that cannot 
provide all that is needed for each patient on each visit. Many people in PNG 
have to travel long distances at a high cost to reach a health centre, and they 
are unlikely to be able to return in the hope that medicines or spectacles are 
available on the next visit. 

Addressing the cost of medicines is essential in the design because this cost is 
unlikely to be carried by the State, which is forecasting no health budget in- 
creases (PNG National Department of Health, 2009b), and medicines are probably 
unaffordable for most patients. 
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Lack of awareness of health services, or lack of knowledge that anything can be 
done to help people with poor or no vision is a significant barrier to the uptake of 
eye care in PNG and must be addressed in a programme design (Garap et al., 
2006; Williams et al, 2008). 

The design documents made no reference to the people for whom the service was 
to be provided, and did not address ways in which acceptability would be assessed 
and monitored. Because quality is an essential human rights concept and an 
important aspect of sustainability, it is imperative that the services offered are 
monitored to demonstrate quality standards. Therefore, programme designers need 
to show within their plans that such standards will be developed, measured, 
monitored and reported on. Even at an early stage of design, this is necessary 
because the measurement of quality standards has cost implications, from training 
to information systems and service delivery. 

Patient satisfaction is another aspect of quality distinct from clinical outcomes 
monitoring. The difficulty of communicating with health workers, queues at the 
hospital, and deferred or broken appointments by doctors have all been cited by 
patients as to why they are dissatisfied with health care in PNG (Williams et al., 
2008). As each of these impedes access to health services, patients' rights cannot 
be fulfilled until each is addressed. 

Ongoing training and supervision are essential to maintain high quality standards. 
The lack of these activities in PNG, as the desk review of the health system reported 
(Whittaker and Kitau, 2009), is of significant concern to health workers and must 
also be addressed at design stage. 

The tool sought to establish whether the design documents examined health rights 
obligations and their progressive realisation in PNG. Addressing this issue could 
have provided insight into PNG's record in human rights. In turn, this provides 
a good indication as to whether PNG is likely to honour any future rights 
commitments, alone or via partnership agreements. In this particular case, the 
PNG State was not consulted at all by the consortium, nor was any mention made 
of any rights obligations — for the State or its partners. 

Had the indicators in the core obligations section been addressed, the design 
documents would have reflected that eye services were not regarded by PNG as core 
obligations in the right to health, nor were they sufficiently prioritised to be included 
in national health plans. Knowledge of this situation might have resulted in advocacy 
activities being included to raise awareness of the burden of eye disease in PNG. An 
assessment of the health system (indicator 33) would have revealed the constraints 
on the delivery of health care, and this should have changed the programme design. 
Most importantly, had an assessment of proposed activities' impact on the health 
system been carried out (indicator 34), many of the proposed activities would have 
been identified as posing risks to other services in the sector. The most egregious 
example would be the plan to train the disproportionate number of health workers 
for eye health services, leaving far fewer for primary, maternal and child health care. 
Conducting a health system assessment is a crucial component when designing 
programmes that will respect and protect the right to health. 

There is much criticism of aid donors in PNG, in particular because there is a 
lack of transparency about how aid money is spent (Williams, 2010). Accountability 
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and transparency, two key human rights concepts, not only facilitate the design 
of appropriate and acceptable programmes but also allow the local community, 
health administration and the State to monitor health aid spending and outcomes. 

Many of the key elements determining the AAAQ of a health service were not 
addressed in the design documents provided to potential funders. As a result, the 
programme as outlined in these documents not only failed to demonstrate that the 
proposed services would become AAAQ but also carried a risk that implementation 
would fail to respect or protect the PNG health system. 

With all human rights, one right cannot be fulfilled at the expense of other rights. 
It is a rights abrogation to regress on core obligations, and withdrawal of essential 
resources for core services would cause regression. As NGOs and other non-state 
actors continue to become ever more influential in global health, they must 
acknowledge that they are duty bearers in these situations and must design health 
services that will respect, protect and fulfil the right to health. Failure to address 
the indicators in this tool will result in simplistic programme designs that can win 
political or financial support, but will fail to deliver a quality health service, 
available, accessible and acceptable to all. 
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